The study was designed to explore the attitude towards coping of cancer and cardiac patients as related to certain socio-demographic factors like gender and SES. Purposively selected 360 respondents constituted the sample of the present study. Attitude towards Coping Scale (Rahman, 2010) was used for the collection of data. The sample was equally divided into three categories (cancer. cardiac, normal) on the basis of type of individuals (N=120 for each category).Again they were equally subdivided into male and female on the basis of gender (N=60 for each group).Each category was again equally subdivided into lower middle and upper middle on the basis of SES (N=30 for each group). Results analyzed through ANOVA revealed that the main effects for type of individuals, gender and SES were statistically significant. That is, both cancer and cardiac patients expressed lower coping attitudes as compared to normal individuals, females expressed lower coping attitudes as compared to males and lower middle SES individuals expressed lower coping attitudes as compared to upper middle SES. Again the two way interactions between type of individuals and gender, and type of individual and SES were statistically significant.
Introduction
Coping is defined as the process of managing external or internal demands that exceed the resources of the person. It is a complex and multidimensional process that is sensitive to both the environment and the personality of the individual. It is the process of trying to manage and master stressful events. Coping with a stressful event is a dynamic process. Successful coping depends on a combination of problem-solving ability and emotional self-regulation (Cohen & Lazarus, 1973) .People coping well solve problems by changing aspect of their environment that is harmful or threatening; they regulate their emotions by maintaining a positive self-image and satisfactory relationships with others. The importance of family and friends to our health stems from the social support they provide in stressful times. This support may be tangible assistance, information, and emotional support when our self-esteem is threatened (Scheier et al. 1989 ). Kobasa(1984) concluded that the combination of commitment, control, and challenge makes a person "hardy". Such people are able to defuse potentially stressful situations. Techniques for reducing the body's physiological responses to stress include progressive relaxation, autogenic training and biofeedback. People can also learn to manage stress through programs that change their cognitive and behavioural responses. In a representative community study eight distinct coping strategies have emerged. These include: confrontative coping, seeking social support, planned problem-solving, self-control and distancing, positive appraisal, accepting responsibility and escape or avoidance. Researchers judge coping according to its effectiveness in reducing psychological distress. If negative emotions such as anxiety and depression are reduced by a coping effort, the coping effort is judged to be successful (Lazarus & Folkman, 1984) .The ways through which a person copes with a stressful event and whether or not that coping will ultimately be successful in reducing stress depend upon a variety of coping resources. Internal resources consist of coping styles and personality attributes. External resources include money, time, social support, and other life stressor that may be occurring at the same time. All of these factors interact with each other to determine coping processes.
Research indicates that by changing their behaviour, cancer and cardiac patients can greatly reduce their risk. Patients develop a number of control-related beliefs with respect to cancer or coronary heart disease. They may believe, as do many cancer patients, that they can prevent Ashik et al. 52 a recurrence of the disease through good habits or even merely with power force of will (Taylor et al. 1984) . Heart patients may believe that by avoiding stressful situations, they will avoid exacerbating their disorder. A much more adaptive response to a stressful event of chronic illness like cancer or CHD is to engage in acts that will generate positive affect. Research by Stone and his colleagues (1994) indicates that positive events enhance the immune system over a longer time period than a negative event. Feelings of personal control appear to be important in the practice of preventive health behaviour, illness related behaviours and adjustment to medical procedures. Positive cognition also helps to reduce chronic illness like cancer or coronary heart disease. Holland (1977) found that, among patients with advanced stage cancers, emotional support and reassurance were more effective than medication in dealing with the depression, anxiety and mourning that accompany reactions to life threatening illness. People who interact closely with others are better able to avoid stress due to cancer a CHD than those who remain isolated from interpersonal contract (Williams et al. 1991) .A review of the available literature corresponding to the attitudes towards coping among cancer and cardiac patients in relation to socio demographic factors like gender and SES has been put forward in this section. Richardson et al. (1997) conducted a study to differentiate the effects of imagery and support on coping, life attitudes, immune function, quality of life, and emotional well-being after breast cancer. Results indicated that for all women interventions and perceived social support improved coping skills (seeking support), and enhance meaning in life. Support boosted overall coping and death acceptance. When comparing imagery with support, imagery participants tended to have less stress, increased vigor, and improved functional and social quality of life. Carver et al. (1993) using the model of coping found that acceptance and the use of humor predicted lower distress while denial and disengagement predicted greater distress among breast cancer patients/survivors during the first year of the illness experience. Esterling et al. (1996) found evidence that social support may modulate the effect of chronic stress on immune function. Social support may be a key moderator of the effect of psychosocial stress on cancer development. Earlier investigations of coping with cancer focused on documenting the frequency of use of and the role played by psychological defense mechanisms (e.g., projection, suppression, denial, displacement, reaction formation) in adapting to the disease (Gleser et al. 1969; Cooper et al. 1978) . Goldzweig et al. (2009) studied the effects of gender difference among middle-aged cancer patients and their healthy spouses. This study assesses psychological distress, coping and social support among middle-aged couples, where one of the partners was diagnosed with colon cancer. In this study men (healthy or sick) were found to be more distressed than their wives (p < 0.0001). Men also reported receiving more support from their wives than did the female spouses (p < 0.0005).A study by Endler et al. (1999) investigated differences in illness-specific coping strategies, selfefficacy, and perceived control over illnesses in adults (18-72 years) reporting acute (n=137; 41 males, 96 females) and chronic (n=137; 41 males, 96 females) health problems. Analyses showed that individuals with acute illnesses scored higher on general self-efficacy than individuals with chronic illnesses. People with chronic illnesses were more likely to use a combination of emotional preoccupation, instrumental and distraction coping strategies, whereas people with acute illnesses used palliative coping strategies to a greater extent. Carver et al. (1993) found that acceptance predicted lower levels of distress among women during the first year after treatment for breast cancer. In terms of coping, survivors who used denial as a coping strategy also worried more about cancer. Aldwin et al. (1996) found that the most consistently significant correlates between any of the survivors' characteristics and coping were their age. The older the survivor the less likely they are to use planning, denial, venting or seeking social support to cope with cancer disease.
In case of cardiac disease, French et al. (2001) mentioned that if coronary patients believe the cause of their problem to be genetic or hereditary they may hold a fatalistic attitude and continue harmful behaviours (for example, smoking, poor diet) in contrast to those who believes their illness may have been caused by their poor lifestyle and will be more willing to entertain and persist in efforts to change their lifestyle and are more likely to engage in exercise and dietary changes. Mahler & Kulik (1998) have examined cardiac patients' sense of control over their illness and found supporting evidence, demonstrating that lower levels of perceived control led to negative health affects and higher levels of acceptance and benefits beliefs have been related to better psychological and physical heath status. Barnoy et al. (2005) conducted a study to examine the influence of correspondence in informational coping style (monitoring vs. blunting) on the psychological reaction of 98 married couples where one is a cancer patient and the other is the main caregiver. The results showed that for female patients, correspondence in monitoring with their spouse was associated with their better psychological reaction, while for male patients correspondence in blunting was associated with their Attitude towards stress of cancer 53 better psychological reaction. Harburg et al. (1973) and James and Kleinbaum (1976) found that persons living in high stress and low SES areas experience a greater number of anger-provoking situations and evidence different coping patterns (i.e., a greater tendency toward anger inhibition) than do persons living in low stress and high SES areas. Social stress, psychological distress, and psychosocial support affect the adjustment of lower and upper middle SES breast cancer patients, influence their experience of and adherence to medical treatment, and may effect the course of the disease. A study by Spiegel (1997) 
Objective of the Study
The broad objective of the study was to explore the attitudes towards coping of cancer and cardiac patients in Bangladesh as related to certain socio-demographic factors like gender and SES.
Rationale of the study
A chronic disease like cancer or coronary heart disease has an impact on all aspects of a patient's life. The patient's psychological state is almost certainly affected in that the diagnosis of a chronic illness can produce extreme fear and anxiety or depression. But physicians, psychiatrists or significant people of the society believe that appropriate behaviour toward cancer or cardiac patients requires a cheerful, optimistic front, so the patients would feel better. Actually the person who becomes ill due to cancer or cardiac disease must process the incoming information, attend to whatever physical symptoms are present, and correctly interpret them for coping with the disease effectively. By changing their behaviour towards the disease and to engage in acts that will generate positive affect, cancer and cardiac patients can greatly reduce their risk. To know whether the changes in self-concept, personal relationships, and work that can result from chronic disease will affect the sufferers in a positive or negative manner in coping with the diseases would be the major concern of this study. Cancer or cardiac disease may also be responsible for strained, disrupted interpersonal relationships which have a unique impact on the patient's psychological well-being and adjustment to the illness. Problems with social relationships may occur because of the fear and stigma associated with the illness, as well as the absence of a set of social norms concerning the appropriate way to behave around a cancer or cardiac patient. By considering these important aspects this study would be an attempt to focus on the differential coping attitudes of cancer and cardiac patients due to their self perceptions and society's perceptions and interpretations about their illnesses as related to certain socio demographic factors.
Hypotheses of the Study
H 1 : Both cancer and cardiac patients would express lower coping attitudes as compared to normal individuals. 
Materials and Methods
Sample: A total of 360 respondents constituted the sample of the study. At first a sheet was set for collecting the personal information of the participants such as name, age, educational qualification, occupation, monthly income, religion, husband/parental income, marital status, health wellbeing, types of illness etc. To identify the participants as cancer or cardiac individuals, a questionnaire consisting of 10 items named 'Cancer-Cardiac Criteria Questionnaire' developed by the researcher was administered in question form through 'yes' or 'no' approach to the respondents. Through this questionnaire individuals were diagnosed whether they were cancer or cardiac patients or not and other questions of this questionnaire indicated how positively or negatively cancer or cardiac patients took their disease and dealt with it. Individuals who were not suffering any chronic disease or any other illness were diagnosed as normal individuals and it was confirmed through the personal information sheet that ensured whether they were suffering from any chronic illness or not. Through this procedure and after the application of 'Cancer-Cardiac Criteria Questionnaire' some of the subjects were found as cancer patients, some were cardiac and some individuals were found to be normal individuals. Thus, finally three categories of subjects were selected. From them, 120 Ss were purposively selected as cancer patients, 120 cardiac patients and 120 as normal individuals. Then, the subjects were sub-divided into males and females comprising 60 participants for each group. Again, these participants were divided into two groups' i.e. upper middle SES and lower middle SES comprising 30 participants for each group. From the three SES related questions of personal information sheet, the SES level of the respondents was determined. These SES related questions consisted of the respondents' education level, occupation and monthly income. Through these three questions, the researcher with his own setup criteria for SES based on respondents' education level, occupation and monthly income by considering the present socioeconomic condition of Bangladesh identified subjects into two categories such as upper-middle and lower middle SES. Thus, the total subjects comprised of 360 respondents selected purposively for this study and after that the main instrument 'Attitude towards Coping Scale' was administered on the sample to know their attitude towards coping.
Instruments
The following measures were used to collect data in the present study :( 1) Personal information sheet (PIS), (2) Cancer-Cardiac Criteria Questionnaire (CCCQ), (3) Attitude towards Coping (ATC) Scale.
Personal Information Sheet (PIS): A questionnaire was set for collecting the personal information of the subjects, such as name, age, educational qualification, occupation, monthly income, religion, husband/parental income, marital status, health wellbeing, types of illness, SES etc.
Attitude towards Coping (ATC) Scale
In this study Attitude towards Coping (ATC) Scale constructed by Rahman, A. (2010) was used for collection of data. This scale contains 24 items divided into 6 dimensions, four items for each dimension. These dimensions were: coping with illness, coping with stress, coping with medical, coping with stressful events, coping with environment and coping with the financial accommodation. The split half reliability was computed with odd and even numbers of those 24 items scores and the Pearson's 'r' was found 0.80. To find out the validity of the scale, correlation between the total ATC scores with the scores of each dimension were computed which ranged from 0.41 to 0.77.
Procedure of Data Collection
In this study, the investigator utilized two measures i.e. PIS and ATC scale to each of the 120 subjects separately for cancer patients, cardiac patients and normal individuals. The investigation was conducted on a sample of three categories -(i) cancer patients, (ii) cardiac patients and (iii) (60 respondents) cities. The participants took half an hour to fill up ATC questionnaire. However, the participants were very much eager to fill up the questionnaire. Though they were always busy for something but they co-operated the investigator to fill up the scale. The investigator was able to make a rapport with the participants. They were told that these collections of data would help them coping with stress unless and until they expressed their views and opinions frankly. Thus, they spontaneously responded to all the questions.
Scoring Procedure
The data of the present study were collected through ATC scale. This scale contains 24 items divided into 6 dimensions, four items for each dimension. There are five alternative responses to each item. These are: (i) strongly agree, (ii) agree (iii) neutral, (iv) disagree and (v) strongly disagree. The responses to various positive items were scored in such a way that 5, 4, 3, 2 & 1 was respectively given for the five above mentioned alternatives. The responses to various negative items were scored in such a way that 1, 2, 3, 4 & 5 was respectively given for the five above mentioned alternatives. Then the total score of each respondent is obtained by adding the scores of all 24 items. Thus for 24 items, the score ranged from 24 to 120. Thus the highest score indicated highest coping attitudes and the lowest score indicated lowest stress attitudes. Hence, the midpoint was The scores above this mid point were indicative of higher coping attitudes and the scores under this mid point were indicative of lower coping attitudes.
Design of the Study
This is a study of persons with the disease (cancer and cardiac) of interest and a suitable control group of persons without the disease i.e. normal individuals (comparison group, reference group). The potential relationship of a suspected risk factor to the disease i.e. attitude towards stress is examined by comparing the diseased (cancer or cardiac) and non diseased (normal) subjects with regard to how frequently the factor is present in each of the groups (diseased and non diseased) based on certain demographics like gender and SES. Thus, case control design was used for the present study.
Results
The study used three independent factors such as type of individuals, gender and SES. Type of individuals was divided into cancer patient, cardiac patient and normal individual. Gender was divided into males and females. SES included upper middle SES and lower middle SES. These independent factors were indicative to show differential attitude towards stress. The data of the present study were analyzed through Analysis of Variance (ANOVA). Note: Mean differences were computed using Newman-Keuls formula, (Winer, 1977, PP. 191-195) . P** < 0.05; P* < 0.01.
• r = Number of Steps between ordered scores 
65.80
Note: Mean differences were computed using Newman-Keuls formula, (Winer, 1977, PP. 191-195) . P ** < 0.05; P * < 0.01.
65.67
Note: UMS=Upper Middle SES, LMS=Lower Middle SES Note: Mean differences were computed using Newman-Keuls formula, (Winer, 1977, PP. 191-195) . P ** < 0.05; P * < 0.01.
• r = Number of Steps between ordered scores
• The critical values of q.95 and q.99 has been obtained from the distribution of Studentized Range Statistics Prepared by Leon Harter; Donald S. Clemm and Eugene H. Guthrie and reported in Winer, 1971.
The interaction effect has been graphically plotted in Figure- 
Discussion and Conclusion
The present study has focused on coping attitudes of cancer and cardiac patients as a psychological phenomenon. Consequently, it has carried out an empirical investigation on different forms of coping attitudes of cancer and cardiac patients as related to socio demographic factors. The participants were male and female patients from different hospitals and health institutes of Dhaka and Rajshahi cities in Bangladesh. The first hypothesis of the present study was that both cancer and cardiac patients would express lower coping attitudes as compared to normal individuals. The findings of the present study provided empirical confirmation to this hypothesis. The results (Table 1) showed that regardless of gender and SES, cancer patients expressed significantly lower coping attitudes followed by cardiac patients and normal individuals (Table 2) . These findings are in accordance with earlier studies. According to Srivastava & Broota (1987) , a good strategy to cope with cancer is to find out as much information as one can about the specific cancer. It is also a good idea to put together two support teams, the first, a support and comfort team and the other a medical and psychosocial team. A support comfort team may be family and close friends. A medicalpsychosocial team might consist of oncologists, surgeons, nurse practitioners, beside nurses, a psychologist, a psychiatrist, a social worker and clergy. A class working relationship between the medical psychosocial team members will be extremely important for purposes of coordinating treatments and for communicating and addressing an adult's needs throughout treatment (Neipp et al. 2009 ). Psychologists working with cancer patients and their families try to assess how well people have faired in the past and they consider not only weaknesses, but strengths. They try to work with those strengths to come up with good, compatible coping strategies, help patients develop stress management skills.
Though cardiac patients also have a tendency to show lower coping attitudes like cancer patients but the coping skills and strategies of cardiac patients are better than those of the cancer patients. Research indicates that by changing their behaviour, cardiac patients can greatly reduce their risk. When Friedman et al. (1984) showed survivors of a first heart attack how to change their behaviour, their rate of heart attacks dropped sharply compared with other survivors who had only the customary medical supervision. Over a three year period, just over 7 percent of survivors who were trained in relaxation, self-control and goal-setting had a second heart attack, compared with 13 percent of the survivors than the control group. Researchers have also examined whether patients who believe they can control their illnesses are better adjusted than those who do not see their illnesses as under personal control. Levin & Schiller (1987) found that spirituality and religion are related to lower levels of psychological distress and reduce the risk of heart disease and also indicate lower mortality rates due to heart attacks. Sarason et al. (1994) mentioned that physical and psychological comfort provided by friends and family may play a vital role to avoid heart disease than those who remain isolated from interpersonal contact. Studies of patients with heart disease indicate that those who believe themselves able to control symptoms, health care, and treatment make a much better adjustment than do patients who believe that what happens is totally beyond their control (Thompson et al. 1993) .The coping skills and strategies of normal individuals with different types of stress in their daily living activities are for better and strong than both cancer and cardiac patients. Kobasa (1989) concluded that normal individuals are able to defuse potentially stressful situations. They tend to appraise each new situation and their own ability to cope with it in positive terms. As a result, they take direct action and learn about the people and events involved. Studies have shown that progressive relaxation, biofeedback, autogenic training effectively reduces general tension & anxiety, relieves insomnia and reduces high blood pressure (Jacob et al. 1977 ).
The second hypothesis of the present study was that females would express lower coping attitudes as compared to males. The findings of the present study have provided empirical confirmation to this hypothesis. The results (Table 1) reported that regardless of type of individual and SES, females expressed significantly lower coping attitudes as compared to males (Table -3 ). These findings supported by earlier studies. Smith et al. (1992) reported that women use emotion focused coping, while men use problem focused coping. These differences are based on the different ways men & women are taught to cope with the stress. Over a twelve week period Livneh et al. (1997) asked married couples to fill out a daily questionnaire dealing with events, mood, coping and so forth. The researchers found gender differences in coping and it became clear to them that women describe difficulties relevant to the self, parenting and interactions with others, while men report work-related difficulties. It was concluded that as a whole, women show lower coping attitudes than do men due to chronic illness like cancer or cardiac disorders. Wong et al. (2003) found that men tend to distract themselves using active coping strategies, whereas women use strategies involving expressing emotion. Gardner et al. (2004) found that men's response to their illness is more behavioural and dampens their depressive episodes, where women's response to their chronic illness is more ruminative and amplifies them.
The third hypothesis of the present study was that lower middle SES individuals expressed lower coping attitudes as compared to upper middle SES. The findings of the present study have provided empirical confirmation to this hypothesis. The results (Table 1) reported that regardless of type of individual and gender, lower middle SES individuals expressed lower coping attitudes as compared to upper middle SES people (Table 4 ). The finding may be supported from various theoretical imports as well as empirical studies. Kaur & Murthy (1986) found a significant difference in the coping strategies among lower middle and upper middle SES people. Avoidance strategies were predominant at the life style of lower middle SES people and approach strategies were predominant at the life style of upper middle SES people. The defensive style was also used to the maximum by the lower middle SES people. Everson et al. (1998) found that lower middle SES may have indirect influence on lipid and homeostatic profiles through smoking and lack of exercise. A lack of balance between demands and buffering resource evokes negative emotions among people in lower middle SES which may in turn create bad effects on their health. Psychological stress of lower middle SES people may result in pathogenic physiological mechanisms, through nervous and endocrine processes. Carver et al. (1981) predicted that avoidant coping strategies and, possibly, emotional regulation strategies, would be more characteristic as one moves down the SES ladder, because threats from the environment may overwhelm the personal resources of the individual, or the problems, created by the environment may be largely uncontrollable; by contrast, the higher one's position on the SES ladder, the more likely one may be able to exert control over stressful events, thus leading to the deployment of active coping strategies. Bandura (1993) mentioned that upper middle SES people have a sense of self-efficacy and they also have more personal control and positive cognitions about chronic illness than people in lower middle SES. Benefits include lowering the risk of cardio-vascular disorders and lessening the negative effects of chronic diseases. A very significant feature of this study is that the average scores of attitudes towards coping of all three groups i.e. cancer, cardiac and normal individuals were below 72 obtained through the formula of computing attitudes towards coping. The reason behind this may be that the psychosocial and socio-cultural factors which are essential for maintaining proper interaction, supportive behavior, mutual understanding and trust in our familial and social life are not enough for outweighing the negative risk factors of the society. As a consequence, normal individuals apart from the chronically ill patients like cancer or cardiac disease also showed lower coping attitudes i.e. below 72 in this study though the average scores of normal individuals on attitudes towards coping were higher than that of cancer or cardiac patients.
In conclusion, this study focuses some light about the relevance of coping attitudes that appears to moderate and integrate the effects of gender and SES on developing differential attitudes towards coping of cancer and cardiac patients. Thus, it is hoped that in the absence of any specific study in the area of coping attitudes of chronically ill patients in the homogenous cultural context of Bangladesh, the investigation might provide valuable insights to the future researchers for making conclusive and valid generalizations in this important area of research.
